The language and culture barrier between English-speaking medical personnel and Spanish-speaking patients by Barras, Brian James
THF. LANGUAGE AND CULTURF. BARRIER BETWEFN 
ENGLISH-SPEAKING MEDICAL PERSONNEL AND 
SPANISH-SPEAKING PATIENTS 
A Senior Honors Thesis 
by 
BRIAN JAMES BARRAS 
Submitted to the Office of Honors Programs 
k Academic Scholarships 
Texas ARM University 
in partial fulfillment of the requirements of the 
UNIVERSITY l. lNDFRGRADUATF. 
RLSLARCH FLI. I. OWS 
April 2004 
tvtajor: Biomedical Science 
THE LANGUAGE AND CULTURE BARRIER BETWEEN 
ENGLISH-SPEAKING MEDICAL PERSONNEL AND 
SPANISH-SPEAKING PATIENTS 
A Senior Honors Thesis 
by 
BRIAN JAMES BARRAS 
Submitted to the Office of Honors Programs 
& Academic Scholarships 
Texas A@M University 
in partial ful tillment ol' the requirements of the 
UNIVFRSITY UNDERC RADUATE 
RESEARCH FFI. LOW 
Approved as to style and content by: 
Isabel Carbajal 
(Fellows Advisor) 
Edward A. Vunkhouscr 
&Executive Director) 
April 2004 
Major: Biomedical Science 
ABSTRACT 
The Language and Culture Barrier Between 
English-Speaking Medical Personnel and 
Spanish-Speaking Patients. (April 2004) 
Brian James Barras 
Department of Biomedical Science 
Texas ARM University 
Fellows Advisor: Dr. Isabel Carbajal 
Department of Veterinary Pathobiology 
The growth of the Spanish-speaking population in Texas can cause barriers between 
many English-speaking medical personnel and Spanish-speaking patients. This research 
study will determine if a language barrier, considered in the context of two different 
cultures, does exist, and what are the major factors contributing to Ihis barrier between 
the English-speaking medical personnel and Spanish-speaking patients at the Family 
Medicine Center, Bryan, Texas. In addition, the study will determine il an awareness of 
and response to these factors and any suggestions could diminish the language barrier. 
Patients at the clinic were given an anonymous, written survey at the time of check-in at 
the waiting room, and they were asked to return the complctcd survey after the doctor 
visit. One hundred and twenty-five patients completed surveys. Doctors and nurses also 
li lied out written surveys. The completed surveys were returned at the clinic check-out 
station. The research study found that the Spanish-speaking patients were overall less 
satisfied with their visit compared to English-speakers. Doctor and nurse 
communication and how well the doctor understood what the patient needed were also 
affected because of the patient's language. However, the language barrier was not 
significant enough to cause the patient to not receive the treannent they came to receive 
or to not return to the clinic for a future visit. All of the medical personnel were able to 
communicate well with the English-speakers, and they varied in their responses as to 
how they communicate with the Spanish-speakers. The lack of a diverse cultural 
medical personnel population that reflects the culture of the patient population is a factor 
contributing to the language barrier. Suggestions to diminish the barrier are to hire a 
more diverse medical staff, train nurses to serve as medical interpreters, and require 
current medical personnel to take a Spanish language class. There was not enough time 
in the research study to determine if a response to these suggestions would diminish the 
language and culture barrier. 
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INTRODUCTION 
Trust is the major component in medical personnel-patient interaction. In order 
for a patient to have trust in medical care, it is necessary for the doctors, nurses, and 
medical residents to communicate effectively and clearly the diagnosis and treatment 
required. This communication is hindered due to the language barriers that are faced 
throughout the United States, especially Texas, because of the increasing numbers of 
non-English speakers. Language is defined as a "systematic means of communicating 
ideas or feelings by the use of conventionalized signs, sounds, gestures, or marks having 
understood meanings. " Culture refers to "integrated patterns of human behavior that ~1 
include the language, thoughts, communications, actions, customs, beliefs, values, and 
institutions of racial, ethnic, religious, or social groups. " A barrier is defined as 
"something immaterial that impedes or separates. "' Within thc context of two difterent 
cultures, language can bc a barrier to the quality of care provided. 
In 'I'exas, the pcrccntagc of persons ol'Hispanic or Latino origin is 32'ro. Thiriy- 
one percent speak a language other than English at home. According to Texas 
Chunenge: Popidutiun Change und the Future of Texas, the Hispanic population in 4 
Texas is projected to grow by 257. 6' from 1990 to 2030, The minority proportion of 
the population will increase rapidly, and the percentage that is Anglo will decline to less 
than 50 10 by 2008 and to 36. 7'/1 of thc total population in 2030. The proportion of thc 
population that is Hispanic will increase to 45. 9'yo by 2030. 
This thesis follows the style and format of the following: lverson C, ed. American 
Medical Associu(ion Munuul of 5tyf». Baltimore, Mkk Williams k. Wilkins; 1998. 
Cultural Competency 
Many medical personnel, which include doctors, nurses, and residents, must face 
the growing number of Spanish-speaking patients. Title VI of the 1964 Civil Rights Act 
prohibits discrimination on the basis of race, color, and national origin in programs and 
activities receiving federal financial assistance. Cultural competency could be practiced 5 
by medical personnel to facilitate this care. Competence is defined as "having the 
capacity to function effectively as an individual and an organization within the context 
of the cultural beliefs, behaviors, and needs presented by consumers and their 
communities. " The American Medical Student Association defines cultural ~u 
competence as "a set of academic and personal skills that allows one to increase one' s 
understanding and appreciation of cultural differences bctwccn groups. " Cultural 
competency is an essential part in fulfilling thc goals of llcalthy People 20IO: increasing 
the quality and years of healthy life and eliminating disparities. In order to eliminate 
any disparities, thc goals of culturally competent care should be to appreciate and accept 
diffcrcnces encountered when seeking out knowledge about various cultures. 6 
An article entitled "Can cultural competency reduce racial and ethnic health 
disparities'? A review and conceptual model" examines nine of the most frequently 
discussed techniques in cultural competency, which are as follows: 
~ Interpreter services. 
~ Recruitment and retention of minority staff members with shared cultural 
beliefs and common language. 
~ Training programs designed to increase cultural awareness, knowledge 
and skills. 
~ Coordinating with traditional healers whom the patient is seeing to aid in 
continuous care. 
~ Use of community health minority workers to reach out to other 
community members. 
~ Culturally competent health promotion. 
~ Including family members and/or community members who can aid in 
making decisions. 
~ Immersing oneself into a different culture to develop skills and a deeper 
sensitivity. Meeting and working with people of a different culture. 
~ Administrative and organizational accommodations, such as location of 
the clinic and operating hours. 
The effectiveness of culturally competent techniques has been extensively studied. 
Though, health systems arc unsure when and how to apply different cultural competency 
teclmiques and which ones are effective. 8 
Background Research 
A research study at the Medical Primary Care Unit (MPCI)) at Rhode Island 
Elospital verbally administered surveys to Spanish-speaking patients who spoke little or 
no English. Medical residents in internal medicine were provided with a v ritten survey. 
One hundred and forty-nine Spanish-speaking patients and 51 medical residents 
participated in the study. Thc five methods of interpretation used at the MPCU were by: 
(1) I'amily members or friends; (2) professional intcrprcters; (3) telephone interpreters; 
(4) ad hoc interpreters, such as a bilingual support stalf; and (5) bilingual physicians or 
medical residents. The results found are as follows: "90'ro of medical residents (65'10 of 
patients) reported sometimes or frcqucntly usmg family members or friends to interpret. 
About 76'!a of medical residents (45/o of patients) often used telephone interpreters; 
75/o (65 /o) often used professional interpreters; 23. 5'lo (77'r'o) often used hospital 
employees; and 11. 8'/o (20. 5'/o) often used bilingual physicians. " The use of 
professional interpretation received high levels of satisfaction from both residents and 
patients. A higher percentage of patients reported feeling somewhat or very satisfied 
with family members and Iiiends and bilingual physicians than did the residents. 
Telephone interpreting was somewhat or very satisfying to a lower percentage of 
patients compared with residents. The use of hospital employees who were not 
professional interpreters was found to be not very satisfying to either group. Bilingual 
nurses who have not been trained as medical interpreters often do translate for patients 
with limited or no English-speaking capabilities. "Interpretation errors can frequently 
occur by untrained nurse-interprctcrs during these cross-language encounters. " Nurses 
that will function as intcrpreters should be provided with the proper avenues to seek 
interprctivc training. However, the use of interpreters is not always beneficial to ihe IO 
care provided. Another study discovered that "patients who communicated through an 
interpreter or who did not have interpreter when they thought one was necessary were 
less saiislied with the medical personnel-patient relationship. " 11 
The Center for Studying Health System Change conducted a Community 
Tracking Study Household survey of 45, 000 people to examine the di I'ferences between 
Spanish and English speakers in the clinic setting (Table I). The percentages of English 
and Spanish-speakers are listed as three categoncs of explanation from thc doctor, 
thoroughncss of thc exam, and how the doctor listened to the patient. The responses 
indicate what percentage of patients indicated the "very good" or "excellent" choices. 
There are higher percentages of English-speakers compared to Spanish-speakers that 
reported greater satisfaction with these three categories. ' 












Source: Community Tracking Study Household Survey, 1998-99. 
Clinic Information 
Thc Family Practice Foundation ol' the Brazos Valley contains both the Family 
Medicine Center, which is university afgliated and community based, and the Brazos 
Family Medicine Residency. This non-protit organization provides comprehensive 
primary care, regardless of one's ability to provide full payment for the visit. The clinic 
serves 8, 000 patients, who visit on average of three times per year. This sustains 
approximately 22, 000 clinical encounters with patients each year. The percentage of 
Hispanic patients is 25 to 30%, with 10% of these patients not having functional English 
skills and pret'erring to speak Spanish. 
METHODOLOGY 
The method of research consists of anonymous, written surveys, the use of 
library materials, and the PubMed online National Library of Medicine's search service. 
Only patients between the ages of eighteen and eighty were given a survey (Appendix 
A). No patient records were used in obtaining any information. Parents filled out 
surveys for their children when the child had a doctor visit. Doctors and nurses were 
also asked to fill out a written survey (Appendix B). The patient indicated on their 
survey the name of their doctor, and the doctors voluntarily put their name on their 
surveys. No names of any doctors will be listed in this report, and all information 
regarding specific doctors will only be used confidentially for the Brazos Family 
Medicine Center's use. The research fellow filled out a Iduman Consent Form obtained 
the permission of the Institutional Review Board to survey the patients and doctors. 
The method of obtaining the surveys changed throughout the course of this 
scmcstcr. In the beginning of thc project, thc rcscarch fellow sat in the waiting room 
with thc patients and approached them asking in their native language if they would be 
willing to fill out a survey. A majority of people took the surveys, but forgot to till them 
oui aller their visit. Some people simply did not feel corn l'ortable filling out the surveys, 
and only a few patients actually completed and returned the surveys. This particular 
method proved inefficient because only 16 surveys were received over the course of two 
months. 
ln the next method, the research fellow sat with the nurses at the check-in and 
check-out station. The patients werc asked after they checked out to fill out a survey. 
7 
The number of completed surveys increased from 16 to 33. The patients seemed to be in 
a more responsive mood after they had been seen by the doctor and received treatment. 
The last method proved the most efficient with the clinic's implementation of the 
research fellow's survey as an official clinic survey. The nurses at the trout desk handed 
out clipboards with the surveys when the patient arrived. The patients were then asked 
to start filling out some information in the waiting room, and then return the completed 
survey after the doctor visit. The number of completed surveys increased I'rom 33 to 
125. 
The patients, doctors, and nurses simply circled their answers on each of the 
surveys. Circling the answers was very effective because it did not take that much time 
to complete the survey. In addition to the survey, the patient, doctors, and nurses were 
given an Information Sheet (Appendix C). This sheet details the purpose of the project, 
and it gave contact information for the clinic director, the research fellow's advisor, and 
the research l'ellow. The sheet also outlined that this was an anonymous survey, and 
none of the results v ill be used in any other way except for the purpose of this research. 
Each of the surveys was coded into the SAS' Release 8. 02. Statistical 
analyses were run from this program in order to view and analyze the survey results. 
The study was testing the validity ol'null hypotheses that are variations of the form Ho: 
Pr = Ps, representing the proportions of some variable for the English and Spanish 
speakers respectively. The null hypothesis for this study is that there is no statistically 
signiticant differcncc between the Fnglish-speakers and Spanish-spcakcrs in the 
satisfaction with care at the Family Medicine Clinic. Frequencies and percentages are 
gross-tabulated and the chi-square test is used to test the null hypothesis. The 
probability must be less than 0. 05 to reject the null hypothesis and thus support the 
inference of a statistically significant chfference. 
RESULTS 
Patient 
One hundred and twenty-five patients filled out surveys over the course of 
research. The number of patients who were given a survey but did not complete or 
return one was not recorded. Ninety-nine patients were female, and 26 patients were 
male. Figure 1 graphically represents the ages of the patients. Sixty-six patients were 
between the ages of 18 and 23, twenty-three patients between 24 and 39, and the 
remaining ranged from 41 to 90. The mean patient age was 32. 13 years old. Fighty-two 
percent of the patients were from the United States, and 15% of patients were from 
Mexico. The remaining percentage of patients indicated that they were from a different 








18 to 23 24 to 39 
Range of Ages 
39 to 90 
Figure 1: Patient Ages. 
Figure 2 refers to how well each patient spoke the English and Spanish 
languages. Seventy-one percent of patients indicated that they spoke English fluently, 
while 35% of patients indicated they spoke Spanish fluently. Twelve patients did not 
speak the English language at all, 10 patients spoke the language a little, and 14 patients 
spoke moderately. Forty-seven patients did not speak the Spanish language at all, 21 
spoke the language a little, and thirteen spoke moderately. Eighteen of the patients were 
bilingual, meaning that they were fluent in both the English and Spanish languages. If a 
patient was fluent in Spanish, they were categorized as a Spanish-speaker. Patients who 
were not fluent in Spanish were categorized as an English-speaker. Thus, there were 44 








Not at all A little Moderately Fluently 
Responses 
Figure 2- Proflciency ol' Fnglish and Spanish l, anguage. 
Table 2 refers to how well the Spanish-speaking and non-Spanish-speaking 
patients were able to communicate with the nurse. Thirty-six percent of the Spanish- 
speaking patients indicated that the nurse communicated with them "very well" 
compared to the 73'/0 of the English-speaking patients. Almost 64'/0 of Spanish-speakers 
indicated that the nurse communicated with them "less than very well" compared to the 
27'/0 of English-speakers. The nurse communicated poorly with 1 patient, moderately 
with 4 patients, and well with 41 patients. The difference is statistically significant. The 
null hypothesis of no difference between English and Spanish-speakers is rejected. The 
inference is that Spanish-speakers do not have as good communication with nurses in 
this setting as English-speakers. 
The efficiency of doctor communication with the Spanish-speaking and English- 
speaking patients is represented in Table 3. Almost 78/0 of the English-speakers 
indicated that the doctor communicated with thein "very well" compared to the 49'/o of 
Spanish-speakers. The doctor communicated well with 19'/0 of thc English-speakers and 
44/0 of the Spanish-speakers. The doctor communicated moderately with 3% of thc 
English-speakers and 7'/0 of thc Spanish-speakers. The difference is statistically 
significant. The null hypothesis of no difl'erence between English and Spanish-speakers 
is rejected. The inference is that Spanish-speakers do not have as good communication 
with doctors in this setting as English-speakers. 
Table 4 lists the results 1'rom thc patients as to how they assessed the doctor' s 
understanding of all that they needed during the clinic visit. Sixty-nine percent of the 
English-speakers indicated that the doctor understood them "very well" compared to the 
41'/o of Spanish-speakers. Fifty-nine percent of the Spanish-speakers circled that they 
felt the doctor understood them "less than very well" compared to the 31 /o of English- 
speakers. Two patients indicated a "very poor'* response, 4 patients indicated a 
"moderate" response, and 35 patients indicated a "good" response. The difference is 
statistically significant. The null hypothesis of no difference between English and 
Spanish-speakers is rejected. The inference is the doctors did not understand well what 
the Spanish-speakers needed compared to the English-speakers. 
12 
Table 2: Nurse Communication. 











28 63. 6 
] 6 36. 4 
44 100 
X = 15. 81, df = 1, p & . 0001 







2 2. 6 
15 19. 48 





18 43. 9 
20 48. 78 
41 100 
X = 10. 46, df = 2, p = . 0053 
Table 4: How Well the Doctor Understands the Patients. 
13 
English-Speaker Spanish-Speaker 
Number Percent Number Percent 




25 30. 86 
56 69 ]4 
81 100 
26 59. 09 
18 40. 91 
44 100 
X = 9. 41, df = 1, p = . 0022 
Ninety-six percent of the patients said they will come back to receive further 
care. Ninety-three percent of the patients agreed that they did receive the treatment that 
they came to the clinic to receive. 
Table 5 outlines the overall satisfaction of thc patients. '1'he categories are "less 
than very good" and "very good. " Sixty percent of English speakers said that they had a 
"very good" visit to thc clinic that day, while only 37"ro of Spanish speakers indicated 
the same response. Forty percent of English-speakers and 63 ro of Spanish-speakers had 
a less than very good overall satisfaction. Figure 3 graphically represents the detailed 
overall satisfaction of the Fnglish-speakers and Spanish-speakers for all responses. 
Thirty-one percent of English-speakers and 40'/o of Spanish-speakers had a good overall 
satisfaction. Eight percent of English-speakers and 16/o of Spanish-speakers had a 
regular satisfaction. No English-speakers and 2'/o of Spanish-speaker had a bad overall 
satisfaction. Finally, 1. 3'/o of English-speakers and 4. 7"io of Spanish-speakers had a very 
bad overall satisfaction. '1'he null hypothesis is not rcjcctcd because thc probability is 
greater than 0. 05 and there is statistically no difference between the overall satisfaction 
of English-speakers and Spanish-speakers. 
14 
Table 5: Overall Satisfaction. 










27 62, 79 
16 37. 2 
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Very Bad Bad Regular 
Responses 
Good Very Good 
~ I:nglish-speal&ing ' 
[H Spanish-speal'ing 
1-'igurc 3: Detailed Response ot'Overall Satisfaction. 
Patients were also asked if they would prefer to have an interpreter for their visit. 
The results are listed in Table 6. Almost 95/o of English-speakers and 56'/o of Spanish- 
speakers did not prefer an interpreter. Only 5'/o of English-speakers and 44'/o of 
Spanish-speakers preferred to have an interpreter. The null hypothesis for this table is 
rejected and there is an obvious statistically significant association between the 
preferences of English-speakers and Spanish-speakers for an interpreter. This question 
was present on the English version of the survey, but this question mainly targeted the 
Spanish-speakers. Patients were also asked if they would trust an interpreter if they were 
not a family member or friend, represented in Table 7. Fifty-four percent of English- 
speakers and 72"ro of Spanish-speakers would trust a language interpreter if they were 
not a family member or friend. Forty-six percent of English-speakers and 28'/o of 
Spanish-speakers would noi trust a non-family/friend interpreter. Fifteen patients 
indicated that they are interested in learning the English language, four indicated that 
they are not interested, and one responded thai they did not know if they werc interested. 
One patient indicated that money was a reason that they are not interested in learning the 
English language, and one circled thc "other" response. 




Number Percent Num ber Percent 
4 548 17 4359 
69 94. 52 22 56. 41 
X' = 24. 23, df = 1. p ( . 0001 













28 71. 79 
11 28. 21 
X = 3. 2882, df= I, p=. 0698 
Medical Personnel 
The responses to the doctor and nurse questionnaires, referred to collectively as 
medical personnel, are represented in the following findings. The questions asked were 
not based on any specific patient; rather they were on the overall qualities of the 
interaction of medical personnel with all patients. Of a total of 24 respondents, 20 
doctors and nurses are from the United States, 1 is lrom Mexico, and 3 are froin another 
country other than the I Jnited States or Mexico. 
Figure 4 shows how well the doctors and nurses speak the English and Spanish 
languages. Two medical personnel speak English moderately, and the remaining 
medical personnel speak English fluently. Of the surveyed medical personnel in regards 
to proficiency in speaking Spanish, 6 cannot speak thc language at all, 5 only a little, 11 











Not at all A liMe Moderately Fluently 
Responses 
Figure 4: Doctor and Nurse Language Proficiency. 
The capability of thc medical personnel to communicate with the English- 
speaking and Spanish-speaking patients is represented in Figure 5. Only one 
communicates well with the English-speakers, and the remaining 23 communicate very 
well the Spanish-speakers. ln communication with the Spanish-speakers, 7 
communicate very poorly, 4 communicate poorly, , 7 communicate moderately, 4 
communicate well, and 2 communicated veiy well. 
Thc assessment of the overall care that the medical personnel provide to the 
patients both English-speaking and Spanish-speaking is as follows: 1 rated providing 
regular care, 12 provide good care, and 11 provide very good care. Of thc medical 
personnel on understanding what the patients need, 1 understands moderately, 20 












Very poorly Poorly Moderately Well Very well 
Responses 
Figurc 5: Communication with Patients. 
All doctors and nurses that completed surveys preferred to have the nurse as the 
primary interpreter. Figure 6 shows the preferences of interpreters by the doctors and 
nurses. There were three different ranking orders of preferences after the primary nurse 
preference. Twenty-nine percent of medical personnel prefer patient's family member 
(FM'I, professional interpreter (PI), and then telephone interpreting service (TIS). 
Thiriy-Ihree percent prefer PI, FM, and then TIS. Thirteen percenl prefer Pl, 1'IS, , and 
then FM. Trventy-five percent indicated that they did not prefer to have an interpreter of 
any sort when working with Spanish-speaking patieni. s. In addition, no doctors or nurses 








3 10 Q 
FM, PI, TIS PI, FM, TIS PI, TIS, FM No interpreter 
necessary 
Responses 
FM = Patient's Family Member, PI = Professional Interpreter, TIS = Telephone 
Interpreting Service 
Figure 6: Medical Personnel Interpreter Preferences. 
The doctors that completed a survey were matched up with the surveyed patients 
that indicated they had that certain doctor. The responses to the question, "How well did 
your doctor communicate with you" were then tabulated for each patient ol' the specific 
surveyed doctor. The doctors are listed as numbers for purposes of confidentiality. The 
efficiency of how well the doctors actually communicated with the surveyed patients is 
represented in Table 8. Doctor 18 saw the largest numbers of surveyed patients. Doctor 
18 saw nine patients, and I'our of these patients were Spanish-speakers. This particular 
doctor is fluent in English, and speaks Spanish moderately. Doctor 18 had a mean score 
of 4. 7, signifying that almost all the patients said the doctor communicated with them 
very well. 
20 

























































Doctors 3 and 15 each saw 4 patients, and thc patients said each time that the 
doctors communicated with them very well. Doctor 10, who also saw thur patients, had 
patients indicate that this doctor only communicated close to well tbr the visits. 1'our 
doctors did not sec patients that were survcycd, so their mean scores are zero. Forty-four 
patients indicated which doclor they saw during the visit. The data are too sparse to 
support any statistical inference. On a descriptive level, however, they demonstrate 




While a majority of patients were generally satisfied with their visit to the Family 
Medicine Center, differences do exist between the Spanish-speaking and English- 
speaking patients. Only 44 of the total surveyed patients were classified as Spanish- 
speakers. The original goal of the project was to survey 100 only English-speaking 
pauents, 100 only Spanish-speaking patients, and 100 patients that are bilingual in both 
the Spanish and English languages. Because there were only 18 bilingual patients, the 
bilingual category was merged with the only Spanish-speaking category. Therefore. 
only two classifications of patients actually existed, English-speaker and Spanish- 
speaker. 
It was diff~cult ui gei many Spanish-speaking patients io lill out a survey. Some 
of the Spanish-speakers were worried about indicating their identity. because they miglit 
not have been naturalized citizens or could not read or write in the English language. It 
was explained to them that this was an anonymous survey, but they still were not 
comfortable. Many of the Fnglish and Spanish-speaking patients simply forgot to fill 
out their survey when they were leaving the clinic. I'he patient was concerned with 
seeing the doctor and rccciving thc treatment they came to icccivc. Cornplcting a survey 
v;as not their main priority in visiting the clinic. It could also be possible thai some of 
the Fnglish-speaking and Spanish-speaking patients did not hke heing approached in the 
waiting room. or did not feel comfortable filling out a survey for thc research fellow, a 
non-I'amiliar I'ace at the clinic. 
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Almost 80'%%d«of the patients seen in the clinic were female, which is expected 
because many pregnant women came to the clinic and mothers usually filled out the 
survey when they came for their child*s appointment. According to the surveyed patient 
population, a majority of the respondents were between the ages of 18 and 23. It is also 
surprising that only 15'%%d of the patients were from Mexico. This low number compared 
to the United States cifizens could be attributed to the aforementioned fact that some 
Spanish-speakers did not feel comfortable filling out surveys. Another possibility is that 
the surveyed patients were born in the United States, but grew up in a Spanish-speaking 
household. Twenty-five of the Spanish-speaking patients were from the United States, 
while 18 were &om Mexico. One person was not from either thc United States or 
Mexico. This relatively small percentage of patients I'rom Mexico attributes to the 
finding that a majority of the patients spoke the Fnglish language fluently, while a 
significantly less percentage of patients spoke the Spanish language lluenily. 
A statistically significant association exists between the patient's language and 
the responses to the nurse and doctor communication and how well the doctor 
understood what the patient needed. The probability for each category is less than 0. 05, 
which means that the null hypothesis is rcjccted. The doctors and nurses did 
communicate bcttcr with thc English-speakers than the Spanish-spcakcrs, and this 
fmding signifies that ihere is a language barrier that does exist between the medi&:al 
personnel and the Spanish-speaking patients. The Fnglish-speakers rated the doctor' s 
ability to understand what the patients needed higher than the Spanish-speakers rated 
their ability. According to this finding, language was a tactor in how the patienl rat, . d 
23 
the doctor's ability to understand their needs. A statistically difference in overall 
satisfaction exists between the English-speakers and Spanish-speakers. A smaller 
percentage of Spanish-speakers compared to English-speakers indicated that they had a 
"very good" overall satisfaction. A greater percentage of Spanish-speakers compared to 
English-speakers indicated that they had a "less than very good" overall satisfaction. 
Only two responses existed for reporting this data because the clinic believes that 
anything less than very good is not sufficient. These findings show that language was a 
significant factor in the overall satisfaction of the patient. Nevertheless, a majority of 
the patients indicated that they did receive the treatment that they came to receive, and 
that they will come back to receive further care. This means that the language barrier 
did not have a great enough effect to where the patients would not return to the clinic. . 
A majority of the Spanish-speakers would trust interpreters if they were not a 
fainily member or friend. This is helpful for a majority of the patients who might not 
have a family member accompanying them and they must communicate with a nurse 
interpreter. It is interesting io note that a slightly higher percentage of Spanish-speakers 
said thai ihey did noi prefer to have an interpreter compared to having an interpreter. 
This difference could be due to the fact that 18 of the patients who were fluent in the 
Spanish language were also fluent in the English language. These bilingual patients did 
not feel that an interprctcr was ncccssary because they werc able to communicate with 
the doctor in English. Another possibiliiy is thai ihe doctor might have spoken some of 
the Spanish larrguage and was able to commumcate with the Spanish-speaking patient. 
Therefore, thc patient would then indicate on a survey completed at thc end of thc visit 
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that an interpreter was not necessary because of the doctor's language skills. The 
research study did not record whether or not an interpreter was actually used for the 
visit. 
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A high percentage of both English-speakers and Spanish-speakers would trust an 
interpreter if they were not a family member or a friend. The question was on the 
English survey in order to note an interpreter preference between the Spanish-speakers 
and English-speakers. There is an interest that exists for some of the Spanish-speakers 
to learn the English language. Fifteen patients would like to learn English, and only a 
very small number said that they would not like to learn the English language. Only two 
responses were given as to why they did not want to learn. The lack of money was the 
reason that only one Spanish-speaker did not what to learn English. A suffl&cient number 
of responses does not exist in order to determine the major reasons why a Span&sh- 
speaker does not learn the English language. lt is a positive fmding that there are 
Spanish-speaking patients who visit this clinic that have a desire to le&u-n the Fnglish 
langu age. 
Medical Personnel 
Almost all of the medical personnel fluently speak thc I-:nglish language, and all 
of them can communicate v& ith the English-speakers. F&ghteen ot' the medical personnel 
can speak Spanish at least a little bit, meaning 75'~» of the personnel are able to 
co&nmunicate somewhat with the 'Spanish-speakers. Seventy-t&vc percent of the medical 
personnel indicated that they speak "very poorly", "poorly", or "moderately" with the 
Spanish-speakers. This is a high percentage of surveyed medical personnel that cannot 
communicate well or very well with the Spanish-speakers. About 83'!o of the medical 
personnel are from the United States, and, thus, would more than likely not have been 
required to learn the Spanish language. 
The medical personnel were also asked on the questionnaire to rate the care that 
they provide to all patients. Of the 24 surveyed medical personnel, all respondents 
indicated that the care they provide is either "regular", "good", or "very good". A 
majority of the medical personnel indicated the "well" response on understanding what 
the patient needs. These questions did not pertain to any specific patient and were 
generalizing the care they provide. 
All surveyed medical personnel preferred the nurse as the primary interpreter. 
1 his finding is not surprising because the nurses are the main people available at this 
specific clinic in providing medical interpreting. Sixty-two percent preferred the 
telephone intcrprcting service as the last option. This specific option is not implemented 
in the clinic and many nicdical personnel would be unfamiliar with this interpreter 
service. Forty-six percent preferred the professional interpreter after the nurse. 'The 
preference for the family member as an interprctcr varied with the medical personnel. 
After the nurse interpreter, a slightly greater percentage of medical personnel who 
actually prefer an interpreter favor the use of a professional interpreter instead of the 
family member. A prof'essional intcrprctcr can be trusted to more accurately translate 
the pertinent inforination compared to the family rncmbcr or friend. I'he medical 
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personnel would, thus, have more of a preference for an interpreter than can be trusted to 
more accurately translate the needed information. 
The results from Doctor 18 indicate that even though the doctor was not fluent in 
the Spanish language, he/she was able to communicate with most of them very well. 
This finding indicates that language was not a hindrance in communication with this 
particular doctor and the patients seen. There were not enough surveyed doctors that 
also had patients fill out a survey to make any strong conclusions regarding the doctor' s 
language proficiency and communication with patients. 
Only 42 patients indicated which doctor they saw. 
The level of experience was not a factor in the overall satisfaction. The data were not 
statistically significant to verify that a difference in expertise, resident versus faculty, 
was a factor in overall satisfaction. No difference exists also in whether the residents or 
faculty saw morc Spanish patients. There is no difference with doctor communication 
and how well doctor understood all that they needed with the faculty versus the 
residents. 
fhe clinic does not have a culturally diverse workforce that relates to thc culture 
of the patient population. No faculty physicians are of Hispanic origin. Only two 
residents are of Hispanic origin. Some of the nursing staff are bilingual, but this 
includes the nurses in the front office and working directly with the patients in the clinic. 
This lack of culturally diverse medical personnel that corresponds to thc culture of the 
patients acts as a factor that causes the language barrier. 
According to the an article entitled "Entry of United States medical school 
graduates into family practice residencies", 1139, or 32'lw of the 3564 first year family 
practice residents were from an international medical school and graduated outside a 
school outside of the United States. This number does include the United States citizens 
that leave the country to study abroad internationall. Nine of the eighteen residents at 
the Family Medicine Center are from outside of the United States. Many of these 
residents did not leam English as their first language. As they are struggling to master 
the English language, they must also communicate with the Spanish patients. This 
serves as a problem for both the doctor and patient. This is also a factor that causes a 
language barrier. 
Suggestions for interventions to diminish ihe language barrier are io higher a 
more diverse medical staff and send some nurses for certification in medical interpreting. 
Another suggestion is to require the current medical personnel to take a Spanish 
language class to improve proficiency. There was not enough time in the research study 
to implement any of these suggestions and further, specific research will need to be 
conducted to determine if these suggestions would prove useful. 
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CONCLUSION 
A language barrier in the context of two different cultures does exist at the 
Brazos Family Medicine Clinic, where communication with the doctors and nurses is 
effected by the language proficiency of the patient. The patient's language was also a 
factor in how well the doctor was able to understand what they needed and overall 
satisfaction. The English-speakers were more satisfied with their visit compared to the 
Spanish-speaker. However, these language differences were not great enough to cause 
the patients to not come back to this clinic for further care or to not receive the treatment 
they came to receive. 
Thc factor contributing to the language barrier is the lack of Spanish language 
proficiency of the medical personnel. Suggestions to diminish this language barrier are 
to higher a more diverse medical staff that reflects the culture of the patient population. 
train nurses to be medical interpreters, and require current medical personnel to take a 
Spanish language class. No suggestions for improvement in culturally competent care 
were implemented due to lack of time, The research felh&w was not able to determine if 
an awareness of and a response to these findings could diminish the language barrier. 
Further research will need to bc conducted to determine the specific factors contributing 
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2. Doctor's name 
3. Sex: Male Female 
4. Age: 
5. Nationality: US 
6. How well do you speak English? 
Mexico Other 
Not at all A little Moderately Fluently 
7. How well do you speak Spanish? 
Not at all A little Moderately I'luently 
8. Overall, how would you assess your overall clinic visit today? 
Very bad Bad Regular (3ood Very good 
9. Did you receive the treatment that you came in here to receive? 
Yes No I do not know 
I 0. How well was the nurse able to communicate with you? 
Very poorly Poorly Moderately Well Very well 
11. liow well was thc doctor able to communicate with you? 
Very poorly Poorly Moderately Well Very well 
12. How well did the doctor understand all that you needed? 
Very poorly Poorly Moderate amount Well Very well 
13. Will you comeback to receive Further care? Ycs No I do not know 
14. Do you prefer to have an interpreter here? Yes No I do not know 
15. Would you trust a language interpreter if they were not a family member or 
friend? 
Yes No I do not know 
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16. Please add any additional comments: 
APPENDIX B 
MEDICAL PERSONNEL SURVEY 
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Your name 
1. Sex: Male Female 
2. Age 
3. Nationality: US 
4. How well do you speak English? 
Mexico Other 
Not at all A little Moderate amount Fluently 
5. How well do you speak Spanish' ! 
Not at all A little Moderate amount Fluently 
6. How well are you able to communicate with English-speaking patients? 
Very poorly Poorly Moderate amount Well Very well 
7. How well are you able to communicate with Spanish-speaking patients? 
Very poorly Poorly Moderate amount Well Very well 
8. Are you trained as a bilingual medical interpreter? 
Yes No 
9. Overall, how would you asses thc care you provide to the patients? 
Very bad Bad Regular Good Very good 
10. Hov, well are you able to understand vvhat exactly the patients need'! 
Very poorly Poorly Moderate amount Well Very well 
11. Do you prefer to have an intcrprctcr when working with Spanish-speaking 
patients'? 
Yes No I do not know 
a. If yes, please rank the following (I being the best and 4 being the worst) 
in options you would like for an interpreter: 
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Nurse 
Patient's family member 
Telephone interpreting service 
Professional Interpreter 
b. If no, why not? 




You are being asked to participate in a research study is to find solutions to the language 
and cultural barriers which exist between doctors and patients. There will be a total of 
300 subjects with the following characteristics: 100 only Spanish-speaking patients, 100 
Spanish and English-speaking patients, and 100 only English-speaking patients. The 
study is being conducted in the waiting room at the Bryan Family Medicine Clinic from 
the months of September 2003 through April 2004 by Brian Barras, a Research Fellow' s 
student at Texas ARM University. All responses will be tabulated for the student's 
thesis and no person other than his advisor, Dr. Isabel Carbajal, will be identified in any 
report or other use of the data. 
This is NO RISK to you for anonymously filling out the survey and/or answering verbal 
questions in an anonymous interview. In addition, there are no benefits to you for filling 
out the survey or being interviewed. Completion of the survey will take 10 minutes and 
will be filled out before and after you receive care. The research study does not use any 
of your medical records or other personal documents. The survey and interview are 
voluntary and it is your right to refuse to answer any questions that makes you feel 
uncomfortable. Additionally, if you do not wish to participate in this study, it will have 
no effect on the care that you receive at the Bryan I'amily Medicine Clinic. If child abuse 
is detected, it must be reported to the proper authorities. 
If you have any questions concerning this research study, you may contact my advisor 
Dr. Isabel Carbajal or Dr. Robert Moore, the clinic director. 'I'his rcscarch study has bccn 
reviewed and approved by the Institutional Review Board — Human Subjects Research, 
Texas A&M University. For research-related problems or questions regarding subject. 
rights, the Institutional Review Board can bc contacted through Dr. Michael W. 
13uckley, Director of Support Services, Office of Vice President for Research. 
I'or any oiher questions, thc subject can contact: 
13rian Barras 
I'hank you for your participation &n this research study. 
VITA 
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